In Peyronie's disease I found that the complication rate after plaque excision and dermal grafting to be high and started to use the Nesbit technique for the correction of penile deformity. Since 1977, the overall results have been satisfactory in 82% of 359 patients. The results improved when those patients with an impaired erection were assessed by colour doppler studies and a penile prosthesis implanted in those with a vasculogenic de®cit. Post operative complications of the Nesbit technique are few and penile shortening was not a problem.
The ®rst operation that I used to correct the penile curvature of Peyronie's disease was plaque excision and dermal graft replacement of the tunica albuginea. This technique was reported to give good results and had been described almost simultaneously in Sweden 1 and the United States. 2 I found the results to be unsatisfactory because of postoperative erectile dysfunction and switched to the Nesbit technique. The reason for this dysfunction might be because in some patients the plaque of ®brous tissue appears to in®ltrate the erectile tissue 3 and in other patients the pathological process extends well beyond the palpable plaque. 4, 5 Further reasons for the failure might be due to a progression or recurrence of the Peyronie's disease. Finally although the aetiology of Peyronie's disease remains obscure and probably multifactorial in nature, impaired blood supply would seem to explain its occurrence in the older age group and for this reason it is often associated with erectile dysfunctionÐ either cavernous muscle pathology directly or veno occlusive dysfunction. There is also some evidence that the dermal graft is less elastic than the tunica and this makes for veno occlusive dysfunction. 6 Bystro È m 7 reported that although 14 (81%) out of 17 patients had good short term results at one year postoperatively, only 6 (35%) still had a good result at 10 y. A literature review 8 up to 1986 showed variable results from the dermal graft procedure with some authors never having a failure and others never having a good result (Table 1 ) and in a recent large series of 418 patients it was found that 17% of men required further surgery for curvature and that 20% of patients had a signi®cant impairment of erection. 9 
Nesbit
10 described excision of an ellipse of tunica albuginea to correct congenital penile curvature and he also described the plication technique in the same paper. I started to use the Nesbit technique for Peyronie's disease in 1977 with a successful outcome in 20 (87%) of the ®rst 23 men. 11 The big advantage of the Nesbit technique is that there is little disturbance or damage to the underlying erectile tissue.
There are many variations in the technique and I have kept with the original one with the excision of a single ellipse of tunica albuginea. It is important to wait until the disease has stabilised, usually 12 months, before operating. The operation is performed through a circumglandular incision and in uncircumcised men I perform circumcision at the same time to prevent postoperative phimosis. It is essential to demonstrate the deformity at the time of full erection by infusing¯uid using a rapid transfusion bag at 300 mm/Hg pressure without the use of a tourniquet. The width of tunica albuginea to be excised is 1 mm for each 10 of deformity and in a retrospective review of 119 men with an average angle of deformity of 68 , the width excised was 7 mm. 12 The excised ellipse is positioned opposite the point of maximum deformity and is usually one third of the circumference of the corpora. Buck's fascia is dissected off the tunica albuginea together with the corpus spongiosus for dorsal deformities or the dorsal neurovascular bundle for ventral deformities. The defect in the tunica albuginea, which should be made without damage to the underlying erectile tissue, is closed with an 0 or 1 interrupted PDS suture with the knots on the inside. Postoperative pain is controlled with a ring block of 0.5% marcaine and the patient may be discharged from hospital once he has voided urine. Postoperative complications occurred in 11 of 359 patients ( Table 2 ) and were seldom severe. 12 Many of the operations were performed by residents and urethral injury occurred during mobilisation of the corpus spongiosus on 5 occasions and was potentially the most serious complication. The urethral injury was treated by urethral catheterisation for 7 d and there were no subsequent problems related to this injury.
When assessing the postoperative results it is important to have a classi®cation of outcome before embarking upon the postoperative study. The assessment of results and the outcome in 359 patients operated upon between 1977 and 1992 is shown in Tables 3 and 4 . The improvement in results since 1984 was due to the routine preoperative assessment of erectile dysfunction by the intracorporal injection of papaverine. This simple technique enabled the incidence of postoperative erectile impairment to fall to 3.25% of men. It should also be remembered that the number of unsatisfactory results in the period 1977±1992 rose from 15% at three months after the operation to 25% after 3 y but then remained relatively stable. Penile shortening (Table 5) is often cited as a disadvantage of the Nesbit procedure but in reality it is not a problem. The men should be forewarned that penile length has already been lost by the penile ®brosis and that 1 mm width per 10 of curvature will be the additional loss through the operation. In those obese men with a short stubby penis it may be sensible to offer the Lue procedure as an alternative. 13 A recent review of 51 patients, many of whom were referred from elsewhere, in whom the Nesbit procedure had failed is shown in Table 6 . The persistence of deformity immediately after the operation means that insuf®cient tunica albuginea was excised and was probably due to a failure to induce a full erection at the time of surgery. Vicryl or Dexon sutures may absorb too rapidly to allow complete healing of the tunica albuginea. Such patients give a history that there was good correction of the deformity but after 8±10 weeks the penis started to get longer with recurrence of the bend. Occasionally the sutures cut out, particularly in younger men, and this may be associated with a recurrent bend. It would seem that suture failure may be associated with an aneurysm like dilatation of the site of tunica excision and this is associated with a degree of erectile impairment. Finally the recurrence of Correction of penile curvature and Peyronie's disease JP Pryor deformity may be the result of disease progression. This may be due to the original plaque extending or to the formation of a new plaque and a different bend and usually occurs about year after the initial operation.
Other surgeons would also appear to have had good results 8, 14, 15 and these are summarised in Table  7 . The technique of the Nesbit procedure has been modi®ed by many authors but overall the results of plication are more variable and often inferior by as much as 30%. 15 
Conclusions
The Nesbit procedure to correct the erectile deformity of Peyronie's disease reliably gives good results. It is important to wait for the disease process to stabilise before operation, warn the patient that some penile shortening has already occurred and to use a suture material that retains its strength suf®ciently long to allow the ®brous tunica albuginea to heal. In those patients with erectile dysfunction of vasculogenic origin a penile prosthesis should be implanted.
